SENATOR EDWARD M. KENNEDY
I am delighted to be here at the Yale University Medical Center, known throughout the world as a research and teaching center of excellence. During the past year I have worked closely with your distinguished Dean, Dr. Robert Berliner. He served as Chairman of the first study group ever convened by the Office of Technology Assessment of the Congress, and he and his colleagues developed what has already become a classic report on drug bioequivalence. You all know of his years of service to the National Institutes of Health and of the legacy of uncompromising scholarship he left behind. During his tenure at NIH he faced the problem of defining an appropriate relationship between the Federal Government and the academic medical community. I believe, therefore, that I have come to the right place to state my views on the nature of that relationship, and to issue some challenges to Yale and her sister institutions across this nation.
The winds of change that have been sweeping across the nation's health care system have had, and will continue to have, a profound impact on academic medical centers. The most direct impact has come from the active intervention of the Federal Government in the effort to solve health care problems. That intervention will continue as the Federal Government underwrites more and more of the costs of running the nation's medical centers. The enactment of comprehensive national health insurance will make the Federal Government the prime purchaser of your health care services. Your research and training activities are already almost totally dependent on the Federal Dollar. Last year almost 2 billion dollars were appropriated for the NIH. In the last decade 3.4 billion dollars were obligated for the training of health professionals. Federal funds from all sources now account for at least 50% of the revenue of the nation's medical schools. In short the Federal Government has an enormous investment made on behalf of the American peoplean investment in you. As the major investor, the American people have more than a passive interest in what you do and how you go about doing it. They have the right to expect that their dollars will be wisely spent and used in the effort to address the major elements of the health care crisis. This includes problems centering on the organization, delivery and financing of medical care, as well as on the search for new knowledge.
Because the health care crisis has been intensifying in the past decade, the Federal Government has begun to use its ever increasing investments in you to exert some leverage for reform and innovation. As you are all acutely aware, the Federal lever on the academic medical center is substantial and its size is increasing.
But the use of any federal lever carries with it the potential for doing harm, as well as good. If used properly it can help create a constructive coalition of government and academic medicine, working together to tackle major national health problems. Used improperly it can tyrannize the academic community, diffuse its focus and weaken its structure, drive the best people out of it and discourage young people from entering it. I know that many of you have this concern. Please know that I share it, and that I will do all I can to work with you to prevent doing such harm. But you must understand that the option of not using the lever at all is just as dangerous. It would be a violation of the public trust. It would allow you to set your own course exclusively on your own terms. It would allow you to turn inward, to perfect what you already do well and to neglect the problems that now seem peripheral to your mission and a threat to your competence. In short it could eliminate one of this nation's most powerful resources from the effort to solve the health care delivery crisis. The hard truth is-there is simply no one around to take your place.
I believe we can develop reasonable consistence between the goals you set for yourselves and those that are being selected for you by the society that pays your bills. I believe we can join together in an effort to properly define the relationship between academic medicine and the Federal Government-a relationship that respects both the needs and goals of society and the independence and integrity of the universities. I do not believe that an effort to challenge you to assume more responsibility for health delivery problems should be viewed as a challenge to your independence and freedom. Is not the persistence of the health care crisis ultimately the greatest threat to academic freedom of all?
Government and academic medicine have worked together in the past. The best example of constructive cooperation between us is to be found in the record of the National Institutes of Health. Because of the efforts of this unique institution the United States has become preeminent in the world in biomedical research.
But the winds of change are blowing across the Bethesda campus as well, and the nature of the relationship between you and that great agency is in a state of evolution. This is not surprising nor is it necessarily dangerous to the quality of biomedical research in this country. What was a model relationship in the 1950's and 60's may need changing to respond to the pressures and challenges of the 70's.
There are dangers inherent in some of the challenges to the NIH, but there are also opportunities to strengthen our research capabilities.
As I see it the challenges and pressures come from four directions: First, from an Administration which has not understood what research is all about and which has proposed changes threatening the basic integrity of the NIH. I am speaking of their abortive attempt to dismantle the peer review system, of their proposed elimination of all research training grants and fellowships and of the sacrifice of the budgets of most of the Institutes to the wars on cancer and heart disease.
Second from the Congress, which unintentionally provoked ill will from the academic community during the initial passage of Cancer legislation and which unwittingly set the stage for the current NIH budget crisis by that action.
Third from the American people, who properly demand full accountability for the expenditure of public funds. The existence of perpetual legislative authority for most NIH Institutes means that those programs are rarely reviewed or revised. This absence of accountability can lead to the development of a dangerously in-bred system and give rise to public suspicion. The appearance of a possible conflict of interest is always a problem for agencies which disburse funds through the peer review mechanism. Professional peers may also be close personal friends. Under such a system, when money is tight, it can be hard for new researchers to get funded. I can't think of a better alternative to the peer review system. But unless the process is publicly reviewed by the Congress so that problems can be ironed out and alternatives considered-even if only to be rejected-then the peer review system of the NIH will continue to be vulnerable to attack.
Finally, the pressure for change comes indirectly from you, the academic medical community, because of your past unwillingness to engage in fundamental examinations and evaulations of some of your most sacred cows-biomedical research programs, research fellowship and training programs, and health manpower programs. Too often the lobbying effort by the national academic medical centers is indistinguishable from that of any other vested interest groups-that is, for the status quo and vigorously opposed even to serious discussion of potential reforms. In the absence of a constructive dialogue between Congress and academic medicine we in the Congress, with the best of intentions, may do the wrong things; or we may enact incomplete and inadequate measures. When that happens and when we are aware of it, we are disturbed by it. At least in the health area we try to be aware of our limitations. I wish you would help us to do things better. I wish you would be more aware of your own limitations and let us help you more effectively.
Let me focus on two specific areas of concern-biomedical research policy and health manpower legislation-and tell you where I stand. Let this be the beginning of what should be a continuing dialogue between us.
I have consistently opposed the Administration's effort to emphasize targeted and applied research at the expense of undifferentiated basic research. There is no question that applied research is important, for it is there that the fruits of basic research are harvested. But the Administration seems to feel that basic and applied research represent two entirely different worlds. They feel that basic research has become a luxury to be curtailed in the name of economy. However, two things need to be kept in mind here. First, neither Congress nor the Executive Branch can legislate breakthroughs in research. They can and should reflect the public's desire for breakthroughs in certain areas. But they should not restrict research to those areas or pay for them at the expense of essential, but less publicized research. Congress passed landmark legislation in 1971 to expand research in the cancer area; but it would be counterproductive and a travesty of that law, to let it be used as a club to restrict the scope of basic research in this country. Congressional intent is very clear on this point; the increased emphasis on cancer research is to be in addition to, not at the expense of, NIH's other research activities.
Second, the shape and content of the scientific component of the biomedical research program should come from the research community itself. Neither the public nor the Congress has the expertise to develop a meaningful and effective program.
That is why I have opposed, and pledge to you that I will always oppose, uninformed legislative attempts to prohibit specific research activities.
The trend in this area is disturbing. During the enactment of the National Research Act this past year, amendments were offered to the bill to ban both psychosurgery and fetal research. I persuaded my colleagues to drop the ban on psychosurgery and to change the ban on fetal research from permanent to temporary. I believed then, and believe now, that the political process must not be used to ban areas of inquiry of any kind-scientific, humanistic, or philosophic. Methods can and should be required to conform to certain ethical and moral standards; but these must be developed in a collaborative way, with the participation of a wide variety of disciplines and points of view. This is the process established by the National Research Act Let me return to my discussion of biomedical research policy. I have outlined my basic views. Now I am asking you to join with the Health Subcommittee over the next year in a constructive examination of the research programs and policies of NIH. These programs, with the exceptions of the Cancer and Heart Institutes, whose authority expires periodically, have rarely been subjected to careful scrutiny. I believe they too must be accountable for how they spend public monies and for the effectiveness of their programs. The Subcommittee will study the advantages and disadvantages of changing existing perpetual authority for NIH to the traditional renewable authority of all other health programs.
I have asked you to join with me in this examination. I urge you not to see it as a threat, for it is not intended to be. It is an examination we can and should undertake together. It is an examination which can't be fruitful without the insights that only you can bring to bear. For example, with your help, it could become an effective vehicle to redress the current budgetary imbalance at the NIH. It could end up reaffirming and strengthening the peer review system. In short it could, and I hope it will, reaffirm the strengths of the NIH and add to them.
It is true that to the extent that research funds are misused, that practice will be stopped. But I believe you support that.
I start this venture with a deep belief in the excellence of the nation's biomedical research programs. Some of their activities are now under challenge; in some cases appropriately, in some not. I think we must all respond to the challenges and pressures-the Federal leadership of the NIH, the research community, and the Congress. The public rightly demands accountability of all of us. Together we can respond to the pressures, meet the challenges and maintain a biomedical research effort second to none.
Let me finally address myself to the controversial health manpower legislation. If biomedical research policy represents the best example of cooperation between government and academic medicine, health manpower policy represents a major problem for us. I simply do not believe that you have accepted enough responsibility for the problems in this area.
In 1973 Assistant Secretary for Health Charles Edwards told the Association of American Medical Colleges:
Much of the Federal health manpower legislation of the last few years has embodied an intent to get at specialty and geographic distribution problems through the manner in which tax dollars were made available to students and institutions.
Dr. Edwards went on to say, Plainly we did not get the desired result.
I think we can all agree with that. The question is why? In 1971 we in the Congress asked you to expand enrollment in return for increased funding. You accepted the challenge, you have expanded, and we are on our way to solving the physician shortage. But we were in error in our belief that increased numbers would address the problems of geographic and specialty maldistribution or stem the proliferation of inadequately trained foreign medical graduates.
These problems, and those produced by the non-uniform state licensure laws, are growing worse.
Let's look at the geographic distribution of physicians. In South Dakota each physician serves 1400 people; in Mississippi he serves 1,339 people. But here in Connecticut he serves 602. In the last ten years the doctor-rich states have grown richer-the doctor-poor states have grown comparatively poorer. Most of our physicians are disproportionately located in the Northeast and Western parts of the country. But even within these regions there are serious shortage areas, and they generally occur in the inner cities and in rural counties.
I'm sure that most people in this room would agree that in the United States, in 1974, health care is a right. If that is so don't all of our people have the same right and must we not, as a nation, assure them of it? Can you have a right to health care if there are no doctors to deliver it? Specialty maldistribution has compounded the problems of geographic maldistribution. Specialists are more poorly distributed than primary care physicians. There are more neurosurgeons in Massachusetts for a population of 5 million people than there are in England and Wales for a population of 50 million. There are twice as many surgeons in proportion to population in the U.S. as in England and Walesand they perform twice as many operations! Here at Yale you specialize in specialists. Can you honestly say you give much thought to whether they are needed? Would it make any difference in what you do or how you do it if they were not needed in the numbers that you and your colleagues across the nation turn them out?
Perhaps the nature of medicine has changed so dramatically, and the knowledge explosion has been so staggering, that primary care is simply not a viable alternative to specialization by our young physicians. But thefunction of the primary physician is as important to our people today as it ever was. Perhaps we need to develop new kinds of institutions, training different kinds of professionals to fulfill that function.
But is it not equally possible that the current structure of our medical center predetermines the specialization of its students? Is it not possible that a modification of that structure or a change in orientation could alter the values and goals of medical graduates?
Academic centers have excelled in basic biomedical research. They have not paid as much attention to, or excelled at health services and health policy research. If they had, and if the faculty represented a true mixture of these different disciplines, would medical students choose their careers any differently? I think they would! I think we need to develop the same core of excellence in this nation for basic health services and policy research as we have for clinical and biomedical research. I am asking you to study the factors that lead to overuse of hospital beds; to the needless and irrational use of prescription drugs; to the excessive and unnecessary use of costly diagnostic tests. These are just a few examples. Studying them would not require abandoning your standards of excellence-but only meeting those standards in new disciplines.
The problems of geographic and specialty maldistribution contribute to an increasing public health hazard in this country-the proliferation of foreign medical graduates. Here in Connecticut, 24% of your physicians in 1970 were foreign medical graduates. In 1990 they will account for 41% of all Connecticut physicians; according to HEW many of these graduates practice first rate medicine, but testimony before our Committee confirms that many more do not. 14,000 FMGs practice in this country without being fully licensed. I don't believe we should perpetuate a system with two predetermined levels of medical competence-one reflecting American training and the other reflecting training received abroad. Training aside, I don't believe we have the right to drain other countries of needed physicians. I don't think it is right that we have more Filipino-born physicians in the U.S. than native-born Black physicians.
I believe the nation's medical centers must help us solve these health delivery problems.
Clearly we asked the wrong questions in the Health Manpower legislation of 1971; but we did not ask them of the wrong people. I am again today soliciting your support in the solution of these problems. You do not have, and should not be forced to bear, total responsibility for them. But you do have significant responsibility, and the debate over the current health manpower legislation is an attempt to delineate it.
Please be clear on the stakes. All parties to the Congressional debate want to attach strings to the manpower funds. But there are many differences in the amount of funds being proposed. The Kennedy-Javits bill would have provided $1 billion. The Beall bill provides $700 million and begins the irreversible phase out of all capitation support. In the House of Representatives Congressman Rogers' bill provides for $400 million and also begins the phase out of capitation support. The Administration remains firmly opposed to capitation support.
More importantly, except for Kennedy-Javits, none of these bills adequately addresses the problems of geographic and specialty maldistribution; of foreign medical graduates and non-uniform state licensure requirements. They combine the worst of both worlds-they cut back on your funding and fail to address the pertinent problems. In fact they ask you to create additional problems for yourselves by the inequitable service requirements imposed upon your students. I believe the time has come for a period of public service for physicians as the only realistic way to overcome geographic maldistribution. But I vigorously oppose any attempt to require 25% of the young physicians to bear the service burden for all physicians. National service should not be a penalty for having to borrow money to finance a medical education. Medical schools should not be forced to decide who must serve.
Fortunately, none of these bills will pass this Session and the new Congress will begin from scratch in January. You will have an opportunity to constructively influence that process and I urge you to use it. There will be no simple extension of existing law! Here is where I stand: I believe the Federal Government has an obligation to free academic centers from their concern about short-term fiscal crises. This requires the assurance of a continuing, stable level of core support. We have not done this in the past.
We have done just the reverse. We have withdrawn funding from programs after you've committed yourselves to them. We have asked you to respond to certain challenges, offered you money for it, and failed to deliver. We have left you holding the bag too many times. We have made you wary of us, of our promises, of our ability to carry through on commitments. I understand your skepticism. I understand that it would be unfair to ask you to assume the responsibilities I've been talking about today without assuring you of stable financing for the future. I believe capitation support to be the best available mechanism, but I welcome your suggestions. In any event it is our responsibility in the Federal Government to assure you of adequate funds-and I will do all I can to see that we meet that responsibility.
But just as the Federal Government has real responsibilities to the academic health centers, so the centers have their own responsibilities-to the American people. It is they who are the victims of the health care crisis. It is they who are footing the bill for your activities. They have every right to require your active participation in the development of solutions to these problems. They have depended on you in the past for breakthroughs in biomedical research. They have all been touched by, and have all benefited from the fruits of your activities. Now they are turning to you once again, in this new but equally important area. If they can't count on you-if you don't take the lead if we don't work together-how can thejob get done?
